Incident  Report
	NAME                                       DATE OF BIRTH


	INCIDENT DATE & TIME



	DEPARTMENT


	REPORT DATE




Supervisor:

	JOB TITLE OR OCCUPATION OF EMPLOYEE:



	DATE OF HIRE:



	LOCATION OF INCIDENT:




Employee Statement:

	

	

	

	

	

	

	Witness(es)


If Medical Care was required, please complete:

	NATURE OF INJURY



	HOSPITAL VISIT?                          VIA PRIVATE AUTO                   AMBULANCE



	TREATMENT:                                                           TREATMENT REFUSED?



	DIAGNOSIS:                                     NAME OF HOSPITAL                       LENGTH OF STAY



	WAS GSK FIRST AID TEAM PRESENT?



	LOST TIME


	BEGAN
	CONTINUES
	ENDED
	DAYS LOST



	Employee Signature:                                                                                          Date:



	Report Compiled by:                                                                                          Date:




Response Information
Physical Exam





    ASSESS 

	Mental State
	Alert (       Confused (
Unconscious (

	Airway
	Clear (       Blocked (

	Breathing
	Normal (    Labored (
Absent (

	Circulation
	Normal (    Pale/Sweaty (
Absent (    Severe Bleeding (

	
	









        







  INTERVIEW

	Symptoms
	

	Allergies
	

	Medications
	

	Past History
	

	Last Food/Drink
	

	Events
	



NOTES:





INTERVENTIONS

	Oxygen
	

	CPR/AED
	

	Bleeding Control
	

	Immobilization
	

	Shock
	Elevate feet, keep warm, admin O2


	Incident Investigation Began(date):

	Recommendations:

	

	Recommendations Completed:

	Investigation closed (date):

	Signed:                                                                                       Date:


